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Abstract 

Background: Chest pain is a frequent presentation in emergency departments, often indicative 

of serious conditions like acute coronary syndrome. Effective management in this context 

requires prompt and accurate assessment to ensure timely intervention. Despite its critical 

importance, there is a lack of consensus on the optimal approach to chest pain management, 

prompting the need for empirical investigation into the practices and decision-making 

processes of attending physicians in this setting. 

Methods: This was a cross-sectional study involving a survey of attending physicians in 

emergency departments. The survey consisted of questions about demographics, practice 

patterns, and management of chest pain patients. The data collected was analyzed using 

descriptive statistics and inferential statistics. The sample consisted of attending physicians 

working in emergency departments. A convenience sample was used and physicians were 

recruited through email and social media or face to face. 

Results: This cross-sectional study involving 103 physicians explored chest pain management 

practices in the emergency department. The participants' demographics revealed a 

predominantly male cohort (71.8%), with an average age of 31.4 years and a median 

experience of 3 years. Table 2 illustrated the prominence of chest pain cases, with 69.9% of 

physicians encountering them "Almost always." Their initial assessment strategies exhibited a 

preference for comprehensive evaluation (78.6%) involving clinical assessment, ECG, chest 

X-ray, and blood tests. Most physicians (83.6%) favored a comprehensive diagnostic 

approach. Noteworthy attitudes emerged in Table 3, as 81.5% expressed confidence in 

diagnosing chest pain, and 69.9% and 26.2% considered systematic management "Very 

important" and "Important," re1spectively. Risk stratification tool usage was substantial 

(81.6%). The  associations between demographic factors and outcomes was examined, 

suggesting nuanced gender, age, experience, and specialty influences on management 

practices. 

Conclusion: Research findings underscore the prominence of chest pain cases in the 

emergency department and reveal a preference for comprehensive assessment and diagnostic 

approaches. Physicians express confidence in diagnosis and emphasize the significance of 
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systematic management. The substantial utilization of risk stratification tools highlights a 

commitment to evidence-driven care. Demographic factors exhibit nuanced associations with 

management practices. This study offers valuable insights into contemporary chest pain 

management and underscores the need for continued research in this vital clinical domain. 

Introduction 

Chest pain constitutes a frequently encountered presentation within emergency departments 

and can be indicative of critical conditions such as acute coronary syndrome, pericarditis, or 

aortic dissection [1]. Effectively addressing chest pain in the emergency department poses 

intricate challenges, necessitating a swift and precise evaluation of the patient's clinical status 

[2-3]. 

Despite the profound significance attributed to the management of chest pain, a prevailing lack 

of consensus persists regarding the optimal approach to its mitigation [4]. This ambiguity 

emanates from the multifaceted etiology underlying chest pain, engendering varied 

management paradigms contingent upon the underlying diagnosis. Noteworthy diagnostic 

modalities harnessed in the scrutiny of chest pain encompass electrocardiography (ECG), 

thoracic radiography, and serological assays [5-6]. Therapeutic interventions encompass a 

spectrum encompassing analgesic pharmacotherapy, anti-inflammatory agents, and antiplatelet 

medications. In instances of heightened severity, invasive interventions such as coronary 

angiography or percutaneous coronary intervention may warrant consideration [7-9]. 

Empirical investigations focused on the emergency department management of chest pain by 

attending physicians have been relatively sparse. These inquiries have unveiled a discernible 

diversity in the therapeutic approaches embraced, delineating a divergence between those 

gravitating towards reliance on diagnostic testing and those placing greater emphasis upon 

clinical acumen [10]. Furthermore, empirical evidence surfaces suggesting a potential nexus 

between demographic attributes inclusive of age, gender, and professional tenure, and the 

strategic course adopted in the management of chest pain [11]. 

Against the backdrop of these discernments, a cogent comprehension of prevailing practices 

espoused by attending physicians pertaining to chest pain management within the emergency 

milieu is imperative [12]. Such insights bear profound implications in engendering 

meticulously derived guidelines informed by empirical evidence, thereby orchestrating an 

optimal framework for chest pain management. Furthermore, the discernment of potential 

incongruities in therapeutic disposition contingent upon attending physicians' demographic 

characteristics assumes paramount importance, as it can serve as a prism for identifying 

domains warranting augmented educational or preparatory interventions, thereby ameliorating 

the caliber of patient care [13-15]. 

The orchestration of chest pain management within the precincts of the emergency department 

is a nuanced and intricate endeavor, necessitating a systematic approach underpinned by 

clinical acumen and empirical insights [16]. While the exigency of effective chest pain 

management remains indisputable, the paucity of a unified directive underscores the necessity 

for scrutinizing the prevailing practices of attending physicians in this realm. The ensuing 

findings are poised to wield pivotal influence, proffering foundational support for the 

formulation of evidence-grounded protocols governing chest pain management, and 

concurrently proffering nuanced recommendations aimed at enriching the continuum of 

medical education accessible to attending physicians. 
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Methods 

Study design 

This was a cross-sectional study involving a survey of attending physicians in emergency 

departments. The survey consisted of questions about demographics, practice patterns, and 

management of chest pain patients. The data collected was analyzed using descriptive statistics 

and inferential statistics. 

Sample, Sampling and Data Collection 

The sample consisted of attending physicians working in emergency departments. A 

convenience sample was used and physicians were recruited through email and social media or 

face to face. 

Instruments 

Study instruments included demographic characteristics, management of chest pain in the 

emergency department and attitudes and beliefs about management of chest pain. 

Data Analysis 

Data collected from the surveys was analyzed using descriptive statistics to determine the 

distribution of the variables of interest. Inferential statistics were used to determine if there are 

significant differences in management of chest pain by attending physicians based on 

demographic characteristics such as age, gender, and years of experience. 

Ethical consideration 

Ethical approval was gained from (institution) and (hospital). Study objectives were explained 

to participants and oral informed consent was obtained from participants. 

Results 

Demographic characteristics 

The study included 103 physicians. The mean age among participants was 31.4 + 5.83 years 

with median age of 31 years. Participants’ age ranged from 25 to 70 years. More than two thirds 

of participants were males (n= 74, 71.8%) and the rest were females (n= 29, 28.2%). 

Participants had different durations of experience with median duration of 3 years. Most of 

participants were emergency room (ER) physicians (n= 86, 83.5%). Table 1 presents 

demographic characteristics of study participants. 

Table 1: Demographic characteristics of study participants 

Demographic characteristic Frequency Percent 

Gender Male 79 71.8% 

Female 29 28.2% 

Age >30 years 50 48.5% 

30-49 years 52 50.5% 

50-60 years 1 1% 



Mohammad Fuaad Kadamany et al. 1383 

 

 
Migration Letters 

Experience =<5 years 86 83.5% 

6-10 years 12 11.7% 

11-15 years 4 3.8% 

16-20 years 1 1% 

Specialty ER physician 86 83.5% 

General Practitioner 11 10.7% 

Cardiologist 4 3.8% 

Internal Medicine 2 2% 

Management of Chest Pain in the Emergency Department  

Table 2 provides a comprehensive overview of the prevailing practices adopted by physicians 

when addressing patients presenting with chest pain in the emergency department. The table 

reveals the distribution of physician encounters with patients presenting chest pain in the 

emergency department. A substantial majority of physicians (69.9%) indicate an "Almost 

always" occurrence of chest pain cases, underscoring the considerable prominence of this 

presentation in the emergency setting. The strategies employed by physicians during the initial 

evaluation of patients with chest pain. Among the chosen approaches, "More than one 

assessment of the above" emerges as the preferred choice (78.6%), indicating a tendency 

towards comprehensive evaluation involving clinical assessment, electrocardiogram (ECG), 

chest X-ray, and blood tests. Physicians' diagnostic preferences for evaluating chest pain are 

enumerated in this segment. The majority of physicians (83.6%) opt for a comprehensive 

approach, endorsing "More than one evaluation of the above" as their preferred diagnostic 

modality. Physicians' inclinations towards ordering advanced diagnostic tests, such as coronary 

angiography or computed tomography angiography, are delineated. The responses exhibit a 

balanced distribution, with 42.7% opting for a "High risk" threshold and 41.7% relying on 

"Based on clinical judgment." Physicians' methodologies for assessing the risk of acute 

coronary syndrome in chest pain patients are articulated in this section. "More than one 

evaluation of the above" is favored by the majority (89.3%), indicating a propensity for 

employing a combination of clinical assessment, ECG, and blood tests. Physicians' preferred 

treatment strategies for chest pain patients in the emergency department are delineated. The 

data portrays a comprehensive approach, with 77.6% of physicians favoring multifaceted 

management strategies. 

Table 2: Management practice by physicians included in this study 

Item Frequency Percent 

How often do you encounter patients presenting with chest pain in the emergency 

department? 

a. Rarely 2 1.9% 

b. Occasionally  6 5.8% 

c. Frequently  23 22.3% 

d. Almost always 72 69.9% 

What is your initial approach to the evaluation of a patient presenting with chest pain? 

(Check all that apply) 

a. Clinical assessment  7 6.8% 

b. Electrocardiogram (ECG)  12 11.7% 

c. Chest X-ray  1 1% 

d. Blood tests (e.g. troponin, creatinine 

kinase)  

2 1.9% 
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e. More than one assessment of the 

above 

81 78.6% 

Which diagnostic tests do you typically order in the evaluation of chest pain? (Check all 

that apply) 

a. Electrocardiogram (ECG)  9 8.7% 

b. Chest X-ray  2 1.9% 

c. Blood tests (e.g. troponin, creatinine 

kinase)  

6 5.8% 

d. More than one evaluation of the 

above 

86 83.6% 

What is your threshold for ordering advanced diagnostic tests such as coronary 

angiography or computed tomography angiography?  

a. High risk  44 42.7% 

b. Intermediate risk  13 12.6% 

c. Low risk  3 2.9% 

d. Based on clinical judgment 43 41.7% 

How do you assess the risk of acute coronary syndrome in patients presenting with chest 

pain? (Check all that apply)  

a. Clinical assessment  4 3.9% 

b. Electrocardiogram (ECG)  5 4.9% 

c. Blood tests (e.g. troponin, creatinine 

kinase)  

2 1.9% 

d. More than one evaluation of the 

above 

92 89.3% 

What is your typical approach to the treatment of chest pain in the emergency department? 

(Check all that apply)  

a. Pain relief medication  5 4.9% 

b. Anti-inflammatory medication  6 5.8% 

c. Anti-platelet medication  8 7.8% 

d. Invasive procedures (e.g. coronary 

angiography, percutaneous coronary 

intervention)  

1 1% 

e. Observation  3 2.9% 

f. More than one management of the 

above 

80 77.6% 

How do you determine the discharge destination for patients presenting with chest pain? 

(Check all that apply)  

a. Home  51 49.5% 

b. Observation unit  37 36% 

c. Inpatient admission  11 10.6% 

d. Combined based on patients’ 

condition 

4 3.9% 

Attitudes and Beliefs towards Chest Pain Management  

Table 3 presents noteworthy insights into the attitudes and beliefs of physicians regarding chest 

pain management within the emergency department. Physicians were queried about their level 

of confidence in diagnosing the cause of chest pain in the emergency department. Notably, a 
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substantial majority of respondents (81.5%) express confidence or higher levels of confidence. 

Physicians' perspectives on the significance of adopting a systematic approach to chest pain 

management were assessed. The data unveils a resounding affirmation of systematic practices, 

with 69.9% of respondents attributing "Very important" status to employing a methodical 

framework. An additional 26.2% of physicians regard it as "Important," collectively 

underscoring the pronounced significance of systematic management in the emergency context. 

The usage of specific scales or tools to stratify the risk of adverse events in patients with chest 

pain was explored. Impressively, a substantial proportion (81.6%) of physicians confirm the 

employment of such risk stratification tools.  

Table 3: Attitudes and Beliefs towards Chest Pain Management  

How confident do you feel in your ability to diagnose the cause of chest pain in the 

emergency department?  

a. Not at all confident  1 1% 

b. Somewhat confident  18 17.5% 

c. Confident  67 65% 

d. Very confident 17 16.5% 

How important do you believe it is to use a systematic approach to the management of 

chest pain in the emergency department?  

a. Not important  - - 

b. Somewhat important  4 3.9% 

c. Important  27 26.2% 

d. Very important 72 69.9% 

Do you use any specific scale or tool to stratify the risk of adverse events in patients 

presenting with chest pain in the emergency department?  

a. Yes  84 81.6% 

b. No  19 18.4% 

Table 4 outlines demographic factors' relationship with outcomes in chest pain management. 

Gender disparities initially suggest lower odds for males (OR=0.339), but this effect diminishes 

after adjustment (OR=1.404). Age groups "30-49 years" and "50-60 years" display potential 

negative associations, although significance wanes upon adjustment. Experience "6-10 years" 

suggests lower odds (OR=0.256), sustained post-adjustment (OR=0.774). Specialty differences 

imply reduced odds across all, but adjusted ORs lack significance.  

Table 4: Demographic characteristics of study participants 

Demographic characteristic Crude OR Adjusted 

OR 

95% C.I. for OR P-value 

Lower Upper 

Gender Male 0.339 1.404 0.889 2.218 0.146 

Female 1 1    

Age >30 years 1 1    

30-49 years 0.782 2.185 0.426 11.200 0.348 

50-60 years 0.780 20182 0.535 8.904 0.277 

Experience =<5 years 1 1    

6-10 years 0.256 0.774 0.431 1.391 0.392 

11-15 years 0.333 1.395 0.772 2.520 0.270 

16-20 years 0.511 1.668 0.984 2.827 0.058 

Specialty ER physician 1 1    

General 

Practitioner 

0.619 0.538 0.228 1.270 0.157 
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Cardiologist 0.660 0.517 0.193 1.386 0.190 

Internal 

Medicine 

0.432 0.649 0.225 1.872 0.424 

Discussion 

Chest pain presentations within the emergency department constitute a cardinal challenge due 

to their diverse etiologies and potential life-threatening implications. This study endeavors to 

shed light on the contemporary practices, attitudes, and beliefs of physicians concerning chest 

pain management. By juxtaposing the obtained results with existing literature and exploring 

implications, this discussion elucidates the insights gleaned and their broader implications. 

The current study's table 1 reveals a remarkable level of diagnostic confidence among 

physicians. A majority (81.5%) reported feeling at least "Somewhat confident" in diagnosing 

the cause of chest pain. This is a salient finding, as diagnostic accuracy significantly impacts 

patient outcomes. The substantial proportion of physicians exhibiting confidence suggests that 

they possess a solid foundation in clinical assessment and diagnostics, thereby substantiating 

their credibility in the acute care setting. This result underscores the expertise of physicians in 

this cohort, potentially stemming from advances in medical education and continuous 

professional development. 

Further aligning with the notion of proficiency, the significance attributed to systematic 

approaches to chest pain management emerges as another pivotal finding. With 69.9% of 

physicians deeming a systematic approach "Very important," and an additional 26.2% 

considering it "Important," a clear consensus is evident. These figures underscore a collective 

recognition of the value of methodical frameworks in navigating the intricacies of chest pain 

evaluation and management. The emphasis on systematic approaches resonates with the 

broader medical paradigm shift towards evidence-based practices and standardized clinical 

protocols. 

The integration of risk stratification tools into clinical practice emerges as a focal point in this 

investigation. A noteworthy majority (81.6%) of physicians acknowledged the utilization of 

specific scales or tools to stratify the risk of adverse events in chest pain patients. This outcome 

suggests an increased reliance on evidence-driven approaches to decision-making. Such tools, 

by facilitating risk assessment, enable more precise patient management, thereby optimizing 

resource allocation and patient outcomes. 

When contextualizing these findings within the existing literature, intriguing contrasts and 

concurrences come to light. Notably, the high diagnostic confidence observed here aligns with 

some earlier studies [17-18], signifying a robust trend among physicians in various contexts. 

However, divergent results have also been documented [19], emphasizing the contextual 

variability in physician confidence and the need for continuous evaluation. 

The consistent emphasis on systematic management within the current study is congruent with 

prior research [20]. This parallels the evolution of emergency medicine as a discipline anchored 

in standardized practices [21]. Moreover, the prevalence of risk stratification tool usage echoes 

broader trends [22], reflecting a maturing approach to risk assessment in emergency settings. 

The implications of these findings are multifold. The demonstrated diagnostic confidence and 

emphasis on systematic management suggest that contemporary physicians are well-equipped 
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to address the complexity of chest pain presentations. The integration of risk stratification tools 

underscores an era of personalized medicine in emergency care. Collectively, these results 

advocate for the optimization of healthcare delivery by aligning practices with evidence-based 

approaches. 

Future research avenues could explore the associations between physicians' demographic 

attributes, years of experience, and their diagnostic confidence, risk assessment practices, and 

attitudes towards systematic management. Additionally, qualitative studies could delve into the 

factors contributing to the observed diagnostic confidence and attitudes, further unraveling the 

intricacies of physician decision-making in acute care scenarios. 

Conclusion 

In the realm of chest pain management within the emergency department, this study provides 

insightful glimpses into contemporary physician practices, diagnostic confidence, and attitudes 

towards systematic management and risk assessment. The results underscore the medical 

community's dedication to informed, structured, and evidence-grounded patient care. By 

amalgamating diagnostic expertise, systematic approaches, and risk stratification tools, 

physicians are poised to navigate the intricate landscape of chest pain presentations, ultimately 

optimizing patient outcomes and advancing the frontiers of emergency medicine. 
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